INTRODUCTION
Uterine prolapse is a common gynecologic condition but is uncommon during pregnancy. The overall incidence of cervical prolapse in pregnancy is 1 case per 10,000 to 15,000 deliveries 1,2 in other countries but in India it is as high as 1 per 547 deliveries. 3 This is due to one-fourth deliveries being conducted by untrained birth attendants. The trend of bearing more than two children further increases the risk of prolapse due to malnutrition, decreased interval in between consecutive pregnancies and repeated wear and tears on supports of the uterus. Pregnancy with uterine prolapse categorizes the woman as high risk due to associatedcomplications like abortion, associated urinary tract infection and acute retention, preterm labor. 4, 5 Cervical dessication and edema, ulceration leads to complications during labour like cervical dystocia, non progression of labour, obstructed labour eventually leading to uterine rupture or damage. Duhrssen's incision becomes a handy tool for obstetrician in distress in such circumstances.
Duhrssen's incisions are 3 surgical incisions of an incompletely dilated cervix, corresponding roughly to 2,6 and 10 o'clock position used as a means of effecting immediate delivery of the fetus when there is an entrapped head. In some studies (Daskalakis G, et al) elective caesarean section near term is advocated to prevent further pelvic floor damage.
A rising tendency to neglect obstetric manoeuvres and opting for caesarean section as an easy way to avoid obstetric complications is being observed among the younger obstetricians. Keeping this in view, we implemented Duhrssen's incisions as an effective tool to minimize obstetric complications in pregnancy with prolapse during labour. 
METHODS
This retrospective study was conducted by reviewing 49 antenatal women with uterine prolapse (cervical descent outside the introitus) admitted in the labor room of Department of Obs. & Gynae at G.S.V.M. Medical College, Kanpur over a period of 3 years (2010-13). Sixteen women who presented to us in first or second trimester, were managed by bed rest in slight Trendelenberg position with acriflavine glycerine packing done until the cervix became soft and the prolapse could be reposited back. Then ring pessary was inserted to retain the cervix in normal position and were discharged with regular follow-up. The other thirty-two women were unbooked and had came in emergency in labor. The maternal and fetal parameters were observed. Data collected in the study were analysed and p value < 0.05 is considered statistically significant.
RESULTS

17
(35.4%) women were booked. 25% of booked antenatal women who presented to our hospital at< 37 weeks with preterm labour pains were managed conservatively. They were discharged and advised to come for follow-up every 2 weeks (Table 1) .
18.8%(3) of booked women at term had to be taken for emergency LSCS,1(16.7%) for intractable bleeding per vaginum, 2(66.7%) for fetal distress . In booked women, complications like cervical dessication and edema present in 11.76% women, premature rupture of membranes in 5.9%, preterm labour in 2(12.5%) women.
Regarding perinatal outcome, there were 2 NICU admissions (11.8%). (Table II) . As regards past obstetric history, there was H/O prolonged labour in 15(93.8%) booked women, H/O difficult delivery in 1(6.2%) woman.
66.6% of women were unbooked and admitted in emergency.
29(90.6%) of unbooked women delivered normally, 27(93.1%) women with the aid of Duhrssen's incision, whereas 3(9.4%) had to be taken for emergency LSCS (indication: fetal distress).
Cervical dessication and edema present in 2(11.8%) women, premature rupture of membranes in 1(5.9%), preterm labour in 32(100%) cases.
Post partum complications like PPH occurred in 2(6.3%) cases (Table 1) . Incidence of preterm labour and delivery, application of Duhrssen's incision in aiding vaginal delivery and h/o difficult delivery was statistically significant in unbooked women.
DISCUSSION
Many factors lead to the development of uterine prolapse and the most important cause is pregnancy associated with prolonged labor or difficult delivery which is a common scenario in India due to deliveries being conducted by untrained birth attendants. In many of the cases the pregnancy was superimposed on previous prolapse as shown in other studies also.
Prolapse can be aggravated by pregnancy, which is due to physiologic increases in cortisol and progesterone, which lead to a simultaneous softening and stretching of the pelvic tissues. An impairment of blood flow and cervical edema with subsequent tissue anoxia may contribute to increased incidence of abortion and preterm labor with prolapse. Klawans and Kanter reported a significant incidence of premature labor and perinatal loss for women with this complication.
6 34(70.8%) cases presented with preterm labour in our study.
According to studies, cervical dystocia can occur due to a nonretractable edematous cervix, 6 which was present in 23.5% cases in the study. Prolonged compression of cervix may lead to cervical tears and ischemic necrosis of bladder. Therefore, cervical incisions (Duhrssen's incisions) during vaginal deliveries are beneficial in fibrosed cervix.76.9% of normal vaginal deliveries were conducted with the aid of Duhrssen's incision in our study thereby averting any complications, avoiding unnecessary cesarean section thus decreasing perinatal morbidity.
Management depends on the degree of prolapse and gestational age. The prolapsed uterus is usually managed by reducing the prolapse and bed rest in a slight Trendelenberg position. These methods have shown to protect the cervix from trauma and desiccation and decrease the incidence of preterm labour. (7) In our study, 25%women who were booked & had presented with preterm labour pains, were managed successfully with bed rest, vaginal packing & tocolytics & could continue pregnancy till term.
The mode of delivery remains a contentious issue in these cases. Conducting normal vaginal delivery under close supervision, with the aid of Duhrssen's incision can be a safe option. Literature review shows that most women are delivered by normal vaginal route. Elective cesarean section partially effective in preventing pelvic organ prolapse, cesarean delivery during active labour and vaginal delivery had similar effect on pelvic organ prolapse. 8 Cesarean hysterectomy followed by vaginal cuff suspension to the periosteum overlying the sacral promontory could be an option in women who have completed their families and are suffering from pelvic organ prolapse complicating the third stage of pregnancy, especially in developing countries where access to health care is limited. 9 Incarceration of a retroflexed gravid uterus should be considered to be the differential diagnosis in any woman who presents with voiding difficulty in late first or second trimester. Uterine prolapse is a risk factor for incarceration of a retroflexed uterus.
10
CONCLUSION
Uterine prolapse in pregnancy though relatively uncommon is being increasingly noticed in Indian set-up due to high prevalence of risk factors.
Bed rest, vaginal packing and tocolysis in preterm labor help most women with cervical prolapse to continue their pregnancy till term with reduced risk of complications during labor and delivery.
However, management of uterine prolapse during labour is individualized depending on the severity of prolapse, gestational age, parity and patients preference.
Duhrssen's incision proved to be a simple and beneficial procedure in averting any complications and avoiding unnecessary cesarean section thus reducing perinatal morbidity
The trend towards adopting Cesarean section as an easy resort to avoid obstetric complications and undermining the relevance of obstetric maneuvers is on the increase among younger obstetricians. Implementation of such maneuvers like Duhrssen incision can go a long way in revival of dying art of operative obstetrics.
Therefore, Duhrssen incisionsare a safe and valid option for minimizing the complications during labour and averting the need for unnecessary caesarean section as illustrated in our study.
